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Vår interesse for psykisk helsearbeid i primærhelsetjenesten har sitt utspring i et ønske om å 
lære mer om hvordan psykologers kompetanse kan nå ut til flest mulig mennesker. 
Inspirasjonen til oppgaven fikk vi blant annet gjennom kurset "Forebyggende 
samfunnspsykologi", der forholdet mellom det begrensede antallet psykologer i Norge og 
den høye prevalensen av psykiske lidelser ble problematisert. I både England og Norge har 
oppbyggingen av psykiske helsetilbud innen primærhelsetjenesten vært et politisk 
satsingsområde det siste tiåret, og resultatet av denne satsingen er et dagsaktuelt tema 
både for psykologprofesjonen og sentrale myndigheter. 
Denne hovedoppgaven er skrevet i henhold til regler for innsending av debattartikkel 
til BMC Health Services Research (se appendiks 1).  
 Vi vil takke vår veileder professor II Arnstein Mykletun for idé til prosjektet og for 
lærerik og stødig veiledning. En klargjøring av vårt selvstendige bidrag til denne artikkelen 
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Bakgrunn: Det finnes en tredelt utfordring innen psykisk folkehelse: 1) majoriteten av 
mennesker med psykiske lidelser får ikke behandling; 2) det er ikke nok kvalifisert 
helsepersonell til å tilby individuell behandling til alle som lider av psykiske lidelser; og 3) 
ubehandlede psykiske lidelser er en økonomisk byrde for samfunnet og en alvorlig 
helsetrussel for de som lider av dem. Det engelske initiativet: "Improving Access to 
Psychological Therapies" (IAPT), og det norske programmet: "Psykologer i 
kommunehelsetjenesten - modellutprøving" (PPHC) er implementert som tentative løsninger 
på disse problemene. IAPT tilbyr behandling av angst og depresjon i primærhelsetjenesten. 
PPHC søker å rekruttere psykologer til norske kommuner og tilby behandling og forebygging 
av psykiske lidelser. Denne artikkelen er basert på en sammenlignende analyse av IAPT og 
PPHC. 
 
Diskusjon: IAPT kjennetegnes av nasjonal ledelse som bidrar til å utvikle nasjonalt 
likeverdige tjenester. Innholdet av tjenestene bygges på en solid evidensbase. IAPT-tjenester 
er per dags dato tilgjengelige for omtrent 60 % av befolkningen. PPHC kjennetegnes av høy 
grad av lokal autonomi, uten klare retningslinjer for å sikre likeverdige tjenester i forskjellige 
kommuner. Det er ukjent hvor stor del av befolkningen som har tilgang til PPHC-tjenester. 
 
Oppsummering: IAPT omfatter grundig spesifiserte, evidensbaserte tjenester som evalueres 
kontinuerlig. PPHC mangler disse kvalitetene, men har fordelen av å inneholde forebygging 
som potensielt kan være med kostnadseffektivt enn behandling. Det er uklart om den lokale 





Background: The challenge in public mental health is threefold: 1) the majority of people 
suffering from mental illness receive no treatment; 2) there are not enough mental health 
professionals to offer individual treatment to all who suffer from mental illness; and 3) 
untreated mental illness is an economic burden to society and a serious health threat to 
those suffering. The English initiative: "Improving Access to Psychological Therapies" (IAPT), 
and the Norwegian programme: "Psychologists in Primary Health Care" (PPHC) have been 
implemented as tentative solutions to these challenges. IAPT involves treatment of anxiety 
and depression in primary health services. PPHC aims to recruit psychologists to Norwegian 
municipalities and provide prevention and treatment of mental disorders. This article 
contains a comparative analysis of IAPT and PPHC. 
 
Discussion: IAPT is characterized by strong national government, ensuring equal services 
across the nation. The content of the services is justified by a solid evidence-base. IAPT 
services are currently available to about 60% of the population. PPHC is characterized by a 
high degree of local autonomy, without clear guidelines to ensure equal services in different 
municipalities. The percentage of the population with access to PPHC services is unknown. 
 
Summary: IAPT involves thoroughly specified, evidence-based services that are evaluated 
continuously. PPHC lacks these qualities, but has the advantage of containing prevention 
which can be more cost-efficient than treatment. It remains to be seen whether the local 






IAPT, NHS, primary health care, mental health services, public health, psychological 
therapies, organization of health services, prevention. 
 
Background 
The burden to society of common mental disorders is increasingly recognized. About one 
third of the population meet the criteria of at least one mental disorder in any given year, a 
number rising to half the population during their lifetime [1-6]. This prevalence is 
representative for developed countries and seems to be stable over time, with some reports 
going back to the 1940s [6-20]. The expenditures associated with mental disorders are 
prominent. The World Health Organization estimates the cost of mental disorders to be 
between 3-4% of gross national product in developed countries [21]. In addition, there are 
considerable hidden costs in the form of expenditures on ineffective or inappropriate 
treatment, disability pensions, sickness absence and loss of productivity [21-24]. In most 
European countries, mental disorders account for about one-third of disability pensions, and 
for the last two decades this proportion has increased [23, 25, 26]. 
 For the individuals affected, mental illness can entail impaired functioning and 
somatic health, loss of income and increased mortality [27-30]. Reports indicate that 
"…depression as a risk factor for mortality is comparable in strength to smoking" [28]. 
Further, unipolar depression is considered to be the number one cause of burden of disease 
(DALY), or years of life lost from premature death or life lived in states of poor health or 
disability, in middle- and high-income countries [31]. In developing countries evidence shows 
correlations between mental illness, poverty and increased mortality [24, 32, 33]. In addition 
to the negative effects of mental illness on the person suffering, the consequences also 
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appear across families and generations. Children suffering from mental illness affect their 
parents' functioning and productivity [34], and parents' mental illness influence their 
children's behaviour and mental health [35].  
 Despite of the negative implications associated with mental disorders, most people 
suffering from mental illness receive no treatment [36-39]. This is especially apparent in the 
case of common mental disorders like anxiety and depression [40]. It is a paradox that even 
though there exists effective treatments for mental disorders [41, 42], and there has been an 
increase in treatment offered during the last decade, the prevalence remains unchanged [4]. 
Two explanations have been offered: Either the prevalence of mental disorders would have 
increased had it not been for the increase in treatment, or the increase in treatment did not 
affect the prevalence [4]. It is argued that the latter explanation is more likely [4]. This is 
based on the fact that the increase in treatment has largely occurred in the sector of general 
medical services offering pharmacotherapy, and that 50% of patients receiving treatment 
did not have a disorder according to the American Psychiatric Association's Diagnostic and 
Statistical Manual of Mental Disorders, fourth edition (DSM-IV) criteria [4].  Although 
pharmacotherapy is indicated in the treatment of some mental disorders, like severe 
depression and schizophrenia [41, 43], there is little evidence that it leads to a significant 
improvement of mild disorders, let alone subthreshold syndromes of mental illness [4]. It is 
therefore unlikely that it will affect the prevalence of such disorders [4].  
Both in England and Norway, national guidelines for best clinical practice recommend 
a stepped model of care in the treatment of common mental disorders [36, 41, 44-46]. The 
stepped care model has two fundamental features. First, the recommended treatment 
should be the least restrictive treatment available with a reasonable chance of 
improvement. Second, the outcomes of treatment is monitored and treatment is adjusted 
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when necessary [47]. According to the guidelines on depression, people suffering from 
subthreshold, mild or moderate depression should receive low-intensity psychosocial 
interventions [36, 41]. Clients who do not show improvements from the low-intensity 
treatment should be offered either an antidepressant, or a high-intensity psychological 
intervention like cognitive-behavioural therapy (CBT) or interpersonal therapy. Severe 
depression should receive multidisciplinary treatment in form of medication, high-intensity 
psychotherapy and/or electroconvulsive therapy. In addition, the person's preferences for 
treatment should influence which intervention is chosen [36, 41].  
It is important to emphasise that both psychological therapy and pharmacotherapy 
are recommended in the stepped care model, both being regarded as an important part of 
the health services provided. The key point is that if the first treatment modality does not 
benefit the client, another modality is indicated. Medication is only indicated for 
subthreshold, mild and moderate depression if low-intensity psychotherapy does not work 
or is not preferred by the client [36, 41]. Research on patient preferences indicates that the 
majority of people with depression prefer psychotherapy [48-50], but many receive 
medication [4]. This might be due to a lack of available psychological treatment in primary 
care [49, 50]. 
During the past decade there has been an increase in the use of pharmacotherapy, 
but no parallel increase in the availability of psychotherapy. Regarding public mental health 
the governments' challenge has been threefold: 1) the majority of people suffering from 
mental illness receive no treatment; 2) there are not enough mental health professionals to 
offer individual treatment to all who suffer from mental illness; and 3) untreated mental 
illness is an economic burden to society and a serious health threat to those suffering. 
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In 2005-2006 the Norwegian and British governments independently formulated two 
tentative solutions to this challenge involving extended services in primary health care. Both 
are established as a supplement to existing services in primary health care, and propose a 
possible solution to the challenge in mental health care. The Norwegian and British health 
services are of similar organization, which makes the two initiatives well suited for 
comparison.  
This article contains a comparative analysis of the two initiatives "Improving Access 
to Psychological Therapies" (IAPT) in England and "Psychologists in Primary Health Care" 
(PPHC) in Norway. The IAPT programme aims to implement national guidelines and offer 
first-line treatment to people suffering from depression and anxiety [51]. The PPHC has set 
itself the task of recruiting more psychologists to the municipalities in Norway, concentrating 
on prevention and treatment of mental disorders [52]. It is worth noting that the title 
psychologist is used differently in Norway than in England. In Norway, the title psychologist 
implies a six-year university education in clinical psychology comprising theory and clinical 
training, followed by a professional authorisation (chartered psychologist) [53]. Studying to 
be a psychologist in England takes on average seven years [54]. Becoming a chartered 
psychologist in England is more extensive and entails society-accredited postgraduate 
qualifications and training and a research doctorate in psychology [55]. Alternatively the 
research doctorate can be replaced by an appropriate postgraduate training combined with 
experience of teaching psychology [55]. 
Our comparison of IAPT and PPHC will focus on the first three-year period of both 
initiatives. It is based on publicly available government documents such as propositions, 
reports, budgets and national guidelines, along with official web pages, documents from 
stakeholders and scientific articles. The documents and articles are retrieved from the 
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internet, primarily from official English and Norwegian web pages and the database ISI Web 
of Science.  
IAPT and PPHC will be described and discussed along the following 15 points of 
comparison: 1. The organization of mental health services in England and Norway beyond 
IAPT and PPHC; 2. Main goals; 3. Target groups; 4. Interventions provided in the services; 5. 
Prevention of mental disorders; 6. Employees' education and clinical qualifications; 7. 
Inclusion and exclusion criteria for clients; 8. The political background of IAPT and PPHC; 9. 
Economic analyses and considerations prior to the implementation of the initiatives; 10. The 
evidence-base concerning the content of the services; 11. Strategy of implementation; 12. 
The scale of the initiatives; 13. National government and monitoring versus local autonomy; 
14. Evaluation of the services and the initiatives as a whole; 15. Progress in the first three 
years. The points of comparison were generated during the review of relevant documents, 
and represent differences between the initiatives. An exception is the first point of 
comparison, examining the similarities between the Norwegian and English health care 
systems, which constitute a premise for the following comparison of IAPT and PPHC. 
 
Discussion 
1. The organization of mental health services in England and Norway beyond IAPT and 
PPCH 
Both in England and Norway, the patients' first point of contact with the health care system 
is the general practitioners (GP) [56, 57]. The organization of the general practices in the two 
countries is similar in that the majority of the population is registered on patient lists, with 
the GPs being responsible for the patients on their lists [58-60]. Besides prescribing 
medication and consulting patients, the GPs function as gatekeepers to specialist services 
12 
 
where it is often necessary with a GP referral to be accepted [59]. Both in England and 
Norway, GPs are in frequent contact with people suffering from mental health disorders. In 
England, the NHS estimates that between a quarter and a third of a GP's workload is made 
up by emotional and psychological conditions [61]. In Norway, official statistics of the GPs' 
work shows that mental disorders are the most frequent cause for GP consultations among 
people between 15 and 44 years old [62]. This makes the GPs a prominent part of the health 
services available for people suffering from mental illness.  
 Concerning the organization of the health care systems in general, both systems are 
divided into primary and secondary care [63, 64]. Primary care is the responsibility of the 
primary care trusts (PCT) in England and the municipalities in Norway [64, 65]. In Norway, 
the mental health services in primary care vary between the municipalities, with some 
services being provided nationwide. In both countries primary care comprises the obligatory 
GP services, community mental health teams providing daily support to people with complex 
mental health conditions, crisis teams, as well as several services for children and young 
people [65]. The main focus of the mental health services in primary care has traditionally 
been directed at people with severe mental health problems in both countries [64, 66]. 
The secondary care services for mental health problems are provided by the Mental 
Health Trusts in England [63] and the regional health authorities in Norway [64]. The services 
provided includes inpatient care, community and rehabilitation services, day clinics, drop-in 
centres and psychiatrists and psychologists in private practices [64, 65].  
While there has traditionally been a clear divide between primary care in the 
community and more specialized services for the severe cases of mental illness in both 
countries, there has been a shift towards a larger portion of the health care services being 
provided in primary care [67, 68]. IAPT and PPHC constitute two attempts to improve the 
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available mental health services in primary care, and to provide an alternative to treatment 
in the general practices. This involves an ambitious re-organization of the mental health care 
services in the two countries.  
 
2. Main goals 
The main goal of the IAPT programme is to greatly increase the availability of evidence-
based psychological treatment for depression and anxiety disorders within the National 
Health Service (NHS) in England [69]. To accomplish this, the IAPT programme has set a goal 
of training and employing new psychological therapists within the NHS. 
 The PPHC programme's two main objectives are to stimulate an increase in the 
recruitment of psychologists to primary mental health care, and to implement and test 
different organizational models of the services [52, 70-72]. The models are: 1) Psychologists 
co-located with general practitioners, 2) Psychologists working in their own distinct 
municipal services, 3) Psychologists working in existing mental health services along with 
health visitors and community mental health nurses and 4) Psychologists working in Family 
Centres, where several health services are co-located.  
The main goals of the initiatives are similar in that they both seek to strengthen the 
services offered in primary mental health care by increasing the qualified labour there. An 
important difference concerns the employees of the services. While the IAPT programme 
seeks to train and employ new therapists not previously employed in mental health care, the 
PPHC will draw exclusively on already trained psychologists. Therefore, the PPHC will most 
likely not constitute a significant effect on the number of mental health professionals 
employed in mental health services overall, since most psychologists are already employed 




3. Target groups 
The IAPT programme was initially targeted at people of working age suffering from 
depression and anxiety [74]. In 2010 it was extended to include adults of all ages suffering 
from these disorders [51].  
 The Norwegian Directorate of Health states that the PPHC programme should target 
children, adults and elderly people suffering from mild, moderate or severe mental 
disorders, as well as those with subclinical syndromes of mental illness [52, 72]. This entails a 
large target group with few limitations. In addition, the services offered should apply to 
individuals, families, next of kin, groups and local communities [52, 72]. This further 
contributes to increase the volume of the intended target group. Each municipality in the 
PPHC programme decides locally who their target groups are within the frames laid out by 
the directorate [52, 72]. 
 A similarity between the two initiatives is that they both include adults suffering from 
depression and anxiety. The main difference is that the target group in PPHC is more 
comprehensive, and not limited to adults suffering from anxiety and depression. This 
comprehensiveness implies that most, possibly all, target groups a psychologist can work 
with fall within the frames laid out by the Norwegian Directorate of Health. 
 
4. Interventions provided in the services 
The content of the IAPT services is based on the recommendations for best clinical practice 
from the National Institute of Health and Clinical Excellence (NICE). They are intended to 
offer NICE-compliant psychological therapy services, thereby providing evidence-based 
treatment [75]. The NICE guidelines concerning CBT for the management of common mental 
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health problems issued in April 2008 recommends a stepped model of care for the 
management of depression, anxiety, and obsessive-compulsive disorder (OCD), with the 
exception of posttraumatic stress disorder (PTSD) [76]. A five step model is described by 
NICE, and the IAPT services are meant to provide treatment on the second and third level of 
the stepped care model, concerning treatment in primary care teams [44].  
 Several interventions are described for each of these steps in the IAPT 
implementation documents, divided into low-intensity interventions at the second level and 
high-intensity interventions at the third level [77]. The low-intensity interventions are mainly 
provided over the telephone and include computerized CBT, self-help, guided self-help, 
structured training and psychoeducation in groups. The high-intensity interventions include 
various kinds of face-to-face psychological treatment like CBT, interpersonal therapy, 
counselling and couples therapy [77]. Low-intensity treatment involves up to seven sessions, 
while high-intensity therapy can entail up to 20 sessions [75]. In addition to the psychological 
treatment provided by the IAPT services, they are meant to provide guidance on 
employment, housing and benefits to ensure an integrated and holistic service which tends 
to practical needs alongside the need for treatment [75].    
One of the main objectives in PPHC is to try out different organizational models for 
psychologists working in primary mental health care. The intended content of these models, 
as described by the Directorate of Health [52, 72], is extensive. It comprises psychological 
treatment of mild, moderate and severe mental illness, continuous observation of people 
suffering from severe mental illness, rehabilitation, prevention of mental disorders utilizing 
individual-, family-, group- and population-based interventions, systemic work in the 
municipality, supervision of staff within the municipality, and multidisciplinary work [52]. 
This creates a framework for the psychologist to operate within, comprising therapeutic, 
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systemic and organizational work within the municipality, without further specification of 
the interventions. Although national guidelines for best clinical practice similar to the NICE 
guidelines have been developed in Norway, these are not included in the description of 
PPHC, and are not obligatory for the content and interventions used in the services [36]. 
 The interventions found in IAPT can be included in PPHC since the descriptions of the 
intended content covers CBT with depression and anxiety disorders along with nearly all 
other possible aspects of a psychologist's work. The reverse is however unlikely since the 
IAPT interventions are limited to recommendations by the NICE guidelines, excluding all 
other interventions. Given the extensive number of interventions expected to be performed 
by PPHC, one can readily imagine the necessity for a psychologist working alone in a 
municipality to concentrate on certain interventions within the frames set out by the 
Directorate of Health, while disregarding others. It has been claimed that this vagueness can 
make the psychologists' work overwhelming and difficult to grasp, with a lack of predefined 
structure, clear frames and routines [78]. 
 
5. Prevention of mental disorders 
PPHC has been described as a preventive psychological service [79], as well as a clinical 
treatment service [52]. One of the background documents of PPHC characterizes its goal of 
"easy access to treatment" as secondary prevention [80]. This is based on Gerald Caplan's 
differentiation between primary, secondary and tertiary prevention [81], and entails 
interventions practised after the onset of a disorder, but before it has caused suffering and 
disability [82].  
 Caplan's classification has been criticized for its focus on symptoms and the aetiology 
of a disorder [82-86]. An alternative definition of prevention, proposed by Robert Gordon jr. 
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and elaborated by others, emphasizes the importance of risk factors for developing a 
disorder [82, 85, 87, 88], and entails: "Interventions that occur prior to the onset of a 
disorder that are intended to prevent or reduce risk for the disorder" [88]. The interventions 
are classified on the basis of which population groups they are targeted at, and 
differentiates between indicated, selective and universal prevention, respectively targeted 
at individuals, subgroups of the population or the entire population [82, 88]. According to 
the Directorate of Health, PPHC should include interventions targeted at individuals, groups 
and the entire population [52], allowing for a wide range of preventive enterprises.  
 The use of preventive interventions is not mentioned in the description of the IAPT 
services, which focuses solely on treatment of mental disorders [75]. According to Caplan's 
definition of prevention, both PPHC and IAPT include secondary preventive interventions as 
they offer treatment in early stages of mental illness. However, the IAPT programme cannot 
be said to include indicative, selective or universal prevention, since IAPT consists of services 
offering treatment to people identified as having depression or anxiety disorders. 
The difference between IAPT and PPHC lies mainly in the degree of freedom 
employees in the services have to do preventive work, which is greater in PPHC. We do not 
yet have any empirical knowledge of how psychologists in the PPHC initiative prioritize 
between clinical and preventive interventions, so the actual difference between the two 
initiatives can be small or none-existent regarding prevention of mental disorders. 
 
6. Employees' education and clinical qualifications 
While PPHC aim to increase the number of psychologists working in primary care, IAPT 
involves the education of a new workforce in mental health care. This workforce consists 
mainly of high-intensity and low-intensity therapists who work with interventions on 
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different levels in the stepped care model [75, 77]. The therapists in the IAPT services are 
described by their competences, either in high- or low-intensity work, since it is argued that 
proficiency at delivering psychological therapies is unlikely to be indicated by a job title or 
experience alone.  
 In IAPT, a national training course and curricula for high- and low-intensity therapists 
has been developed on the basis of a report describing the competences required to deliver 
effective CBT for depression and anxiety disorders [77, 89, 90]. Training for both high- and 
low intensity therapists involves a one-year course with a mixture of off-the-job training in a 
training institution and work in an IAPT service under supervision [75]. The training is 
provided by Higher Education Institutions commissioned by the Strategic Health Authorities 
(SHA) using the curricula developed for these therapists [91-93]. Supervision of the 
therapists is a key activity in IAPT, and there is developed a supervision guidance to ensure 
the quality of the supervisors [94].  
 To emphasize the focus on competences, the therapist roles in the IAPT services has 
deliberately not been tied to particular professions [95]. However, there are some 
specifications as to who can begin training within the two programmes. To qualify as a 
trainee in high-intensity therapy, one must have considerable experience and training in 
providing psychological therapies [91]. Clinical and counselling psychologists, nurses, primary 
care counsellors and other professional groups are eligible for the high-intensity training 
programme [75, 91]. The training is primarily aimed at postgraduates, but will also include 
graduate mental health workers with equivalent professional and academic experience [93]. 
The trainee low-intensity therapists can be drawn from a wide range of backgrounds, and 
includes those with an interest in therapy and relevant work experience [75, 91].  
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The supervisors might be educated in a range of professions, such as nursing, 
counselling, psychology and psychotherapy, and should be trained practitioners in the 
therapy they are supervising. They should also have previous experience in supervising 
psychological therapists or trainees [94]. Research on the workforce in the IAPT services 
indicates that a wide range of professions are represented in the IAPT workforce, in 
accordance with the specifications [95]. In addition to the therapists and supervisors, the 
IAPT services also include administrative staff and advisers on employment, housing and 
benefits [75].  
  While the employees in IAPT are not tied to any particular profession, the eligible 
employees in PPHC are exclusively psychologists. Though this constitutes a difference in 
employment between the initiatives, one would expect the psychologists working in PPHC to 
be eligible for high-intensity training posts within IAPT. The role of English psychologists in 
IAPT is not clearly described due to the focus on competences rather than professional titles, 
but according to the British Psychological Society, experienced clinical psychologists can 
without further training be employed as qualified staff in the roles of high intensity 
therapists, supervisors and programme managers [96]. Newly qualified psychologists are 
suited for the high-intensity training and therapist posts [97]. Thus, psychologists are likely 
to be found both in IAPT and PPHC and the competences of the employees in a service may 
be quite similar, apart from the lack of administrative staff and advisers on employment, 
housing and benefits in PPHC.  
 
7. Inclusion and exclusion criteria for clients 
The first contact with an IAPT service is based on a referral from a person's GP, other health 
services, or through self-referral. The person referred should receive an assessment by a 
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member of the IAPT team and be treated according to the NICE-guidelines, with the severity 
of the person's symptoms determining whether to commence high- or low-intensity 
treatment [75]. This entails that any adult suffering from depression or anxiety who can be 
treated at level 2 or 3 in the stepped model of care should receive an offer of treatment in 
their local IAPT service. Patients with mild depression and anxiety can be treated at level 2, 
while patients suffering from moderate to severe depression or anxiety that can be treated 
in a primary care setting are eligible for treatment at level 3 [44, 76]. Those who do not meet 
these criteria are excluded from the services.  
 Research on the progress made by IAPT services in the first year of the national roll-
out indicates that the individuals reported to be unsuitable for the services, and thus not 
receiving treatment, required more intensive care than the service is meant to provide due 
to the complexity, co-morbidity or severity of their difficulties [98]. These individuals might 
need treatment on a higher level in the stepped care model, as described by NICE [44]. The 
research also shows that only 57.8% of the people referred to the services showed up for an 
initial assessment, indicating that a substantial part of those referred drop out before their 
first contact with the service [98].  
 The PPHC services are meant to provide "low threshold", or easy access, to mental 
healthcare in the municipality [52].  One of the aspects that define a "low threshold" service 
is access without the need of referral [80]. This indicates the use of self-referral in the 
services, although this practice varies between municipalities. When people get in touch 
with the PPHC service, either through a GP referral, referral from other health services or 
self-referral, it is the psychologist who decides whether or not treatment is offered. We have 
not been able to find a national overview or statistic on the number of people referred to, 
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and accepted in, PPHC services. There are no clear exclusion criteria described by the 
Directorate of Health [72].  
A similarity in the inclusion criteria in IAPT and PPHC is that both are expected to 
accept self-referral to the services. This may lead to a more efficient and accurate 
assessment of the patients since it will be performed by mental health workers. 
Furthermore, it will relieve the GPs of some of their workload associated with the 
assessment and referral of patients to these services, which is requested by GPs as a way of 
improving the treatment of mental disorders in primary care [99]. While it is the psychologist 
who decides which patients to include in the PPHC services, it is not specified who should 
make the initial assessment in IAPT. However, Lord Richard Layard, one of the instigators of 
the IAPT services, describes the possibility for a senior therapist to make the initial diagnosis 
and assign the patient to an appropriate therapist at the appropriate level of treatment 
[100]. If so, the inclusion in both PPHC and IAPT services are based on assessment performed 
by personnel with extensive knowledge of mental health disorders, which increases the 
likelihood of a correct assessment. However, where there are clear criteria for the therapist 
to follow in the inclusion of patients in IAPT services, the inclusion criteria in PPHC are so 
broad it makes local prioritizing a necessity. The inclusion in the services will therefore 
depend on the choice of the therapist to a greater extent in PPHC, than in IAPT where the 
therapist must follow the predetermined criteria. 
 
8. The political background of IAPT and PPHC 
In 1997, the UK government initiated an ambitious renewal and modernization of the NHS 
[101, 102], followed by the publication of the National Service Framework for Mental Health 
[67]. In this framework it was argued that some specialist mental health services should be 
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offered in a local setting, thereby moving the responsibility from secondary to primary care 
[67]. This shift in responsibility was accompanied by the governments clear intent to give 
mental illness a higher priority than had previously been the case, and extra funding was 
provided for the reshaping of mental health services in the communities [67]. In 2006, the 
White Paper: "Our Health, Our Care, Our Say" [103] emphasized the importance of 
prevention and early intervention in the health care services, and described a radical shift 
towards an increasing amount of services being provided locally, in primary care settings 
[103].  
The IAPT initiative was formulated building on these political changes. A general 
political commitment to increase the availability of psychological therapies was gained in 
2005 [69]. The political decision was based on the arguments for IAPT professed by Lord 
Richard Layard among others [104], and it has been claimed that his personal contact with 
central politicians was especially important in securing political support for IAPT [105].  
Before deciding on the scale and form of IAPT, it was decided to carry out two pilot 
projects in order to evaluate whether the services would be as effective as anticipated. 
Following the successful outcomes of the pilot sites [106], in October 2007 the government 
announced an allocation of  £170 million to build IAPT services throughout the country by 
2010/2011 [107]. The funds were allocated from the Comprehensive Spending Review 2007, 
where improving access to psychological therapies were made a priority of the government, 
formulated in regional performance indicators [108].  
The political background of PPHC is closely related to that of community 
psychologists in Norway. In the 1970s-1980s, there were community psychologists working 
with treatment and prevention of mental disorders in several Norwegian municipalities 
[109]. In the years 1978-1984 the "Act relating to municipal health services" and several 
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official committees prescribed that psychologists should be a part of the specialist mental 
health services, and not an obligatory part of primary health care [109, 110]. One effect of 
this was that the PPHC-like services from the 1970s-1980s never became a nationwide part 
of primary health care. 
In the years 2000-2010 there was a renewed focus on mental health care, and the 
Ministry of Health and Care Services called for an increase in the number of psychologists 
recruited to primary health care [111]. The Norwegian Directorate of Health includes two 
political documents from this time period as part of their description of PPHC, namely the 
"Escalation Plan for Mental Health 1999-2008" and the "Coordination Reform 2008-2009" 
[68, 70, 112]. These political documents call for an increase in the resources spent on mental 
health services, and the relocation of services and funds from specialist to primary health 
care [68, 112]. 
One of the subsidiary goals of the "Escalation Plan for Mental Health" was to 
strengthen primary mental health services in the municipalities by increasing the number of 
psychologists employed there. When the "Escalation Plan" period came to its conclusion, it 
became clear that this goal would not be met [113]. As a consequence the Directorate of 
Health initiated the work on the PPHC incorporating some key elements from the "Escalation 
Plan for Mental Health" [80, 114] and the "Coordination Reform 2008-2009" [68]. These 
elements are prevention, early intervention, easy access to treatment and an upgrade of the 
municipalities responsibility and competence concerning mental health services [70],  
The political backgrounds for IAPT and PPHC are very similar. The bases for both 
initiatives are political decisions prescribing an increase in mental health services in primary 
health care. This includes relocating funds, services and responsibility from secondary to 
primary care. One difference between the two is the emphasis on prevention in the 
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formulation of PPHC, while the English government's focus is improving access to 
psychological therapies, that is to say treatment. Regarding the political anchoring for the 
initiatives, it seems that this is placed at a higher level in England than in Norway. The 
English government clearly expressed their commitment to IAPT, and made it one of the 
government's priorities. In Norway, we have not been able to find such clear intents from 
the government.  
 
9. Economic analyses and considerations prior to the implementation of the initiatives 
One of the main arguments that persuaded the British government to commit to IAPT was 
that an "...increase in access to psychological therapies would largely pay for itself..." [69]. 
Drawing on research on the efficacy of psychological treatment and its impact on 
employment and absenteeism, the instigators of IAPT published analyses of the economic 
costs and benefits of providing psychological therapy to those who had no such alternative 
available [100, 104, 115]. They found that the treatment would pay for itself due to 
reductions in public costs, such as welfare benefits and medical costs, and increasing 
revenues associated with taxes from return to work and increased productivity [115]. They 
argue that the fundamental reason why therapy is economically profitable is the balance 
between the high cost of a person on incapacity benefits, costing £750 a month, and the low 
cost of treatment per person, costing £750 altogether [115]. These arguments were also 
advanced in a report widely distributed throughout the country [104], with a finishing note 
requesting people to demand implementation of the NICE guidelines for anxiety and 
depression, thereby increasing the pressure on policy makers [69]. 
 After political consensus was reached, and before the nationwide implementation of 
IAPT, an impact assessment of IAPT was conducted for the Department of Health, with three 
25 
 
different policy options being considered. The assessment describes in detail the possible 
costs, benefits and impact of doing nothing, of implementing IAPT with increasing 
investments over 6 years, and of implementing IAPT with investments increasing over three 
years and remaining stable after this period [116]. The assessment contains a detailed 
analysis of the expected economic costs and gains of the different implementation 
strategies, providing political decision-makers with evidence on which to make their 
decision. 
 We have not been able to find economic analyses or assessments in the official 
documents or web pages describing the Norwegian initiative. A possible explanation is that 
PPHC is considered to be a relatively small investment, which is exclusively meant to cover 
part of the newly recruited psychologists' salaries. The lack of economic analysis might result 
in political decisions being made on insufficient grounds, without addressing the cost-benefit 
of the initiative or alternative solutions.  
 
10. The evidence-base concerning the content of the services 
The evidence-base concerning the content in IAPT services is concurrent with the evidence-
base for the NICE guidelines, more specifically the guidelines for depression and anxiety 
disorders [44-46, 117]. NICE was developed to ensure high quality in NHS services by 
reporting which treatments work best for which patients on the basis of available research, 
and is internationally recognized for its high quality [118, 119]. The guidelines are developed 
by several independent committees, and are based on the best evidence available [120]. The 
evidence is classified into a hierarchy with five levels adapted from the US Agency for 
Healthcare Policy and Research Classification [44]. Level 1 evidence stems from randomised 
controlled trials, either a single study or meta-studies. Level 2A involves at least one well-
26 
 
designed controlled study without randomization, and 2B at least one quasi-experimental 
study. Evidence at level 3 is obtained from well-designed non-experimental descriptive 
studies, and level 4 includes evidence obtained from expert reports or opinions [44].  
The organization of the IAPT services has been informed by research on the pilot 
projects carried out prior to the national roll-out [106, 121]. In 2006, two pilot sites, 
Newham and Doncaster were funded by the Department of Health to investigate whether 
the IAPT programme would show the expected effects [69] and to inform the development 
of services nationwide. The sites, called demonstration sites, showed encouraging results 
[69]. Following the experiences made in the demonstration sites, the use of self-referral and 
a session-by-session outcome monitoring system was incorporated in the national roll-out of 
IAPT services [106].  
 Following the positive outcomes of the two pilot sites, 11 pathfinder sites were 
initiated in summer 2007. Their aim was to expand the model of care piloted in Newham and 
Doncaster to meet the needs of the whole population, including particular groups such as 
children and minority ethnic groups [122]. Based on the experiences from the pathfinder 
sites, it was recommended that IAPT services develop strategies to actively pull in referrals 
and develop patient information about the services to be widely distributed in the 
community. It was further recommended to use appropriate technology to support data 
collection, and to perform local needs assessments and assessment of workforce to match 
the capacity of the services to the demands of the population [123]. In addition, the 
pathfinder sites informed the publication of a report which provides positive practice guides 
to PCTs on meeting the needs of the whole community, with equal services to all [123, 124]. 
The evidence-base for PPHC mainly stems from two expert committees consisting of 
representatives from different trade unions and political bodies [80, 114]. The committees' 
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conclusions are summarized in a report from the Norwegian Directorate of Health [80]. The 
evidence referred in the report is mainly gathered from non-experimental descriptive 
studies, correlation studies and case studies [114, 125].  
The use of government funding as an economic incentive to stimulate an increase in 
the recruitment of psychologists is based on an evaluation of "The Escalation Plan for Mental 
Health" [113]. The evidence is based on two non-experimental descriptive studies, and 
states that economic incentives are an effective method for increased recruitment [113, 
125]. The four organization models of the psychologists' work constitute another central 
part of the PPHC initiative. The development of these models seems to be based mainly on 
pragmatic considerations, and we have not been able to find references to studies 
examining the effect of the different organizational models in the descriptions of PPHC. 
The intended content of the PPHC services is extensive, and the underlying evidence 
reported in the official documents and reports is of varying quality. One of the tasks 
described as relevant for psychologists working in primary mental health services is the 
prevention of mental disorders. The inclusion of prevention of mental disorders in the 
description of PPHC is based on a meta-analysis where the majority of the studies reviewed 
used a randomized design [126], and a less structured review of literature on prevention of 
mental illness and mental health problems [86]. These studies report that prevention of 
mental illness through different programmes significantly reduces problems and increases 
competencies in children and adolescents [126] and have positive effects on mental health 
indicators for both children, adolescents and adults [86]. We have not found references to 
research concerning the other PPHC interventions, such as treatment, rehabilitation and 
supervision, in the official documents. 
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The emphasis on scientific evidence is greater in IAPT than in PPHC. In addition to 
research forming the basis for the interventions in the services, the IAPT project was piloted 
and research was carried out on the IAPT services before the full implementation. There is 
no such research on, or evidence for, the PPHC initiative. Compared to IAPT, PPHC appears 
rather like a pilot project than a full scale implementation.  
Taking into account the hierarchy of evidence adapted from the US Agency for 
Healthcare Policy and Research Classification, it is clear that IAPT not only has a more 
extensive evidence-base than PPHC, a greater portion of this evidence is found at higher 
levels in the hierarchy. In PPHC, most evidence is located at level 4, with one meta-analysis 
at level 1. However, this meta-analysis is not used to inform the development of the 
services; it is simply used to indicate that preventive interventions can be effective. In the 
evidence-base for IAPT there is evidence at all levels in the hierarchy. Although most 
evidence is found at level 3 and 4, a greater proportion of the evidence is located at level 1 
in IAPT than in PPHC. 
The difference between the evidence-base for IAPT and PPHC might partly be due to 
the intended contents of the services. Since IAPT aims to provide a limited range of 
solutions, interventions, for a limited range of problems, mainly depression and anxiety 
disorders, it is feasible to develop it according to evidence on treatment of these disorders. 
In contrast, PPHC involves such a wide range of problems, and possible solutions to these, 
that it would be difficult to collect evidence for all aspects of the services and incorporate 
this into the development of the initiative. 
Scientific evidence was also an important factor in the political decision to commit to 
IAPT. Besides the economic arguments that were imperative to attain political consensus for 
IAPT, the ability to document the effects of structured psychological treatment was 
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important [105]. This does not seem to be the case in PPHC, where the recruitment of 
psychologists appears to be the main aspect. 
 
11. Strategy of implementation 
Following the experiences from the two demonstration sites and the 11 pathfinder sites, a 
national implementation plan for IAPT was published in February 2008 [75]. In addition to 
the development of IAPT services, the implementation includes a training programme for 
the future IAPT workforce which entails practical training within an IAPT service. To ensure 
that the training places met the high standards required from the beginning, it was decided 
that a limited number of PCTs would develop IAPT services during the first year of the roll-
out. Thus, a minimum of 20 PCTs were required to develop services during the first year 
2008/2009. Each of the 10 SHAs in England chose participant PCTs on the basis of several 
selection criteria. These include an assessment of the needs of the PCT population, enough 
qualified therapists in the service to meet this need, one-third of the therapists working in 
the services being fully trained, and demonstration that the PCTs would not reduce the 
funding of other, pre-existing therapy services [75].  
 The following two years, august 2009- august 2011, the full national roll-out took 
place [98]. The development of the IAPT services was supported by the implementation plan 
[75] along with a number of support documents describing different aspects of the services. 
They provided an overview of the local commissioning of IAPT [77], the required 
competences among the employees in the services [90], how to collect outcome data [116], 
and guidance for supervisors [94].  
 In Norway, the Directorate of Health announced the subsidy for PPHC in 2008 and 
published a description of the objectives for the subsidy along with an application form [70, 
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127]. The application forms are completed by the municipalities, and must include a 
description of the interventions or projects that will be financed by the subsidy, the amount 
one applies for, the budget, financing from the municipalities, and internal and external 
measures to ensure that the goals are met and the results reported as requested.  
There are no absolute criteria for the allocation of funds, and the section of 
municipalities to receive the subsidy is purely discretionary [70]. The subsidy is given for one 
year at a time, and can be given up to three years. It is gradually reduced from a maximum 
of NOK500,000 (£52,002) the first year to a maximum of NOK250,000 (£26,001) the third 
year, and it is expected that the municipalities will increase their funding accordingly [70]. 
Even the maximum NOK500,000 subsidy does not cover the costs of employing a 
psychologist, indicating a substantial need for municipal funding. When municipalities are 
granted funds for PPHC, they start the process of hiring a psychologist. With a psychologist 
successfully hired, the services are developed. If the municipalities cannot find a psychologist 
to work in the PPHC service, the funds must be returned since the criteria for the subsidy are 
not fulfilled [72].  
 The differences between the implementation strategies of IAPT and PPHC are the 
level of specification from the funders, the scale of the implementation, and the selection 
criteria for the PCTs and municipalities. Where there exist a large number of support 
documents describing how to develop an IAPT service, there is only one document 
describing the envisaged content of the PPHC services. Though it can be an advantage to 
gather all relevant information in one document, the seven paged PPHC document does not 
specify the implementation further than the general framework for the services. Therefore, 
the developed services are likely to be more similar in IAPT than in PPHC, since the intended 
form of the services is described in detail and there is little freedom for the services to 
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deviate from these descriptions. This contributes to a national coordination of the services 
developed throughout the country. 
The scale of the implementation is greater in IAPT than in PPHC. In IAPT, all PCTs in 
the country are included from the second year of implementation, while there are currently 
no plans for PPHC to cover all the municipalities in Norway. This also entails a greater need 
for local initiative in PPHC, where the application for participation in the project is voluntary 
and participation will not be available to all. Since the PPHC service will draw on the 
resources of the municipalities as well as the funded resources from the government, local 
economy may be an important determinant of the distribution of PPHC services throughout 
Norway. 
 In addition to the difference in the number of services being developed, the services 
themselves are more extensive in IAPT than in PPHC. The funding of IAPT is used to develop 
therapy services with a number of therapists, supervisors and administrative employees in 
place, while the funding of PPHC covers the hiring of one psychologist at a time.  
Regarding the selection criteria of the services, the criteria for PPHC services differs 
from the criteria found in IAPT by focusing on the interventions in, and the economy of the 
services, rather than the needs of the population and whether these needs can be met by 
the services. Although there are selection criteria for both the participating IAPT and PPHC 
services, these criteria only applied in the first year of the roll-out of IAPT. The following two 
years, when the goal was to develop services in all 152 PCTs in England, it is likely that the 
PCTs were instructed to develop such services rather than to apply for participation. This 
shift in the implementation strategy, from suitability determining the participants to all 
being accepted, would be necessary in order to reach a nationwide implementation in only 
two years. With no criteria for participation, the PCTs who develop IAPT services are likely to 
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vary in their suitability, making clear regulations and continuous evaluations of the services 
increasingly important. In contrast, all new municipalities wanting to receive PPHC funding 
must send in an application throughout the three-year period.  
 
12. The scale of the initiatives 
The scale of the IAPT programme for the 2008-2011 period includes an investment of £309 
million and the education of 3,660 new therapists [69, 75]. By spring 2011, IAPT services 
have been established in 95% of PCTs, and around 60% of the population has access to an 
IAPT service [69]. These services are currently seeing 310,000 patients per annum [69]. 
 Ambitions for the 2011-2015 period of the IAPT programme includes a further 
investment of £400 million and the education of 2,400 new therapists [69, 128].  The aim is 
to treat 900,000 people per annum by 2015, and be accessible to 100% of the population 
[128]. The IAPT services are to be extended to cover several new groups such as: children 
and young people, those with physical health long-term conditions and mental health issues, 
those with medically unexplained symptoms and those with severe mental illness [128]. 
The investment for PPHC was NOK90 million for the 2008-2011 period (£9.3 million), 
and 108 psychologists were recruited in this period. In 2011 there were PPHC psychologists 
working in 109 of 429, or around 25%, of the municipalities in Norway [129]. We have not 
found any calculations concerning the number of people with access to PPHC services, or 
how many patients PPHC psychologists are seeing each year. 
In 2012, PPHC was extended for another year, and an additional NOK40 million (£4.2 
million) were granted, estimated to fund the recruitment of 20 new psychologists within the 
year [130]. We have not found any documents addressing additional future ambitions for 
PPHC. Since it is expected that the municipalities will increase their funding as the 
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government funding decreases, one can safely assume that the municipalities will continue 
to pay in full for their PPHC services when the government funding is terminated. It is also 
worth noting that a pilot project based on the experiences from IAPT in England will be 
initiated in one Norwegian municipality in 2012 [131]. 
It is difficult to compare the scale of the IAPT and PPHC initiatives, mainly due to the 
scarce information on the scale of PPHC. Given the number of therapists in IAPT and PPHC, 
we can formulate a proportional estimate based on the premise that IAPT is serving its 
original target group and PPHC is serving a target group of a proportionally similar size. 
IAPT services treated 310,000 people per annum for the first three-year period [69]. 
If we divide the number of people treated, 310,000, with the average total population size in 
England in the given three-year period, 51,836,100, we find that IAPT served 0.6% of the 
population per annum in the years 2008-2011. Given that PPHC has the same target group 
as IAPT, we multiply the average total population size in Norway for the same period, 
4,859,252, with 0.6% which equals 26,060. This means that PPHC services would have to 
serve 26,060 people per annum to match IAPT's target group.  
Given 3,660 IAPT therapists serving 310,000 people, and 108 PPHC psychologists 
serving 26,060 people, we get the following estimation of the proportions of the initiatives: 
(3,660/310,000) / (108/26,060) = 2.8. Given this premise the IAPT initiative is about 2.8 
times the size of PPHC in terms of a therapist/target group ratio.  
There are some conditions regarding the estimation worth noting. While IAPT has 
treated 900,000 people the first three years, it has also educated 3,660 new therapists and 
developed an entirely new service in many PCTs. Where pre-existing services have formed 
the basis for an IAPT service, the implementation of IAPT has involved a fundamental 
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restructuring of the existing services. The number of people treated is therefore not a 
completely valid representation of the true scale of IAPT, which should probably be larger.  
The PPHC on the other hand uses already trained psychologists, and some 
municipalities have pre-existing community psychologist services where these psychologists 
are employed without making any further organizational changes. PPHC's target group is 
considerably larger than IAPT's as it entails all people suffering from mental disorders and 
subthreshold syndromes of mental disorders, as well as including prevention of mental 
disorders [72]. Taking PPHC's larger target group into account, the difference in scale 
between the two initiatives is probably greater in favour of IAPT, making IAPT more than 2.8 
times the size of PPHC. 
 In the comparison of the scale of the initiatives, it becomes clear that IAPT has more 
resources directed at a limited target group, and PPHC has fewer resources directed at a 
much larger target group. This enables IAPT to serve 60% of its target group by the year 
2011, an estimate increasing to 100% by the year 2015 [69]. There are no such estimates for 
PPHC, and given the limited resources distributed to a large target group, one can safely 
assume that it only serves a fraction of the intended target group. Put in simple terms, the 
size of the target group in PPHC is not in accordance with the resources available. However, 
if PPHC could focus all its resources on working with risk factors and preventing mental 
disorders, and minimize the time spent on psychotherapy with individuals, this might have a 
positive effect on the scale of the initiative. This is based on the assumption that the limited 
resources in PPHC could be utilized on larger groups of people, giving less benefit to each 
individual, but greater benefit to society as a whole. 
 
13. National government and monitoring versus local autonomy 
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Before the nationwide implementation of IAPT it was argued that a strong lead from the 
Department of Health in the initial phases of the roll-out would be an important means to 
ensure the quality of the therapy provided [100]. This argument was supported by the 
experiences made by the demonstration sites in Newham and Doncaster which focused 
either on high- or low-intensity therapy, and therefore did not implement the stepped 
model of care recommended by the NICE guidelines. It thus became clear that central 
governance and clear national standards were necessary for the NICE guidelines to be 
followed consistently in the IAPT services in the full roll-out [106]. 
 As a result, there is a high degree of national governance in IAPT, with the main 
aspects of the services predetermined by central authorities. The organization and running 
of the services, as well as the training programmes for the new therapists was specified by a 
number of expert groups appointed by the Department of Health [69]. The work of the 
expert groups resulted in a national implementation plan to support the local delivery of 
IAPT [75], and several support documents that further specify the organization of the 
services, leaving little room for local variations in key aspects of the services [77, 124, 132]. 
  IAPT is administered according to the NICE guidelines, and the national specifications 
are meant to support local development of NICE compliant services. This entails that new 
guidelines for the services will be issued when the NICE guidelines are revised and changed 
[75]. Although many aspects of the services are determined centrally, the exact 
configurations are meant to be agreed locally [75]. It has also been stated that the need for 
central control will diminish when the IAPT services are fully established according to the 
national guidelines, making a more decentralized governance of IAPT possible [104]. 
 In addition to the national documents specifying the nature of the IAPT services, the 
commissioning of IAPT is controlled by a hierarchy of expert and programme groups. On the 
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top resides the National Programme Board which ensures that IAPT services operate in 
alignment with the instructions from the Directorate of Health and the Government. At the 
next level there is an expert reference group and a programme management group, each 
with several underlying groups with clearly specified fields of responsibility, such as 
education and training [128]. The performance of the IAPT services is monitored and 
reported on four different levels, ranging from national to local monitoring. The outcome 
measurements obtained in the individual services inform them on their progress and is 
reported to the PCTs who monitor the local performance of the services within their area of 
responsibility. The PCTs report to the SHAs who monitor the status of the regional 
commitments and report to the central programme board that monitors the status of the 
national commitments, ensuring that they are achieved [128].  
 In the governance of the PPHC services, there is a high degree of local autonomy. The 
guidance for development of the services issued by the Norwegian Directorate of Health 
comprises such an extensive variety of interventions that it functions like a framework for 
the services rather than clear national standards [72]. 
 Regarding the monitoring and control of PPHC, it is obligatory for the municipalities 
who are a part of the initiative to complete a form for status report once every year while 
they receive funding for the service. They report on whether the municipality has succeeded 
in hiring a psychologist, which organizational model the psychologist works within, the 
visibility of the service, the individual-, family-, group-, and population-based interventions 
used by the psychologist, the financing of the services and their future goals [127]. The 
status reports are revised by the Directorate of Health who performs the central monitoring 
[127]. The municipalities are also required to account for internal and external supervision 
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precautions, such as internal audit and reports to the Office of the Auditor General of 
Norway [72].  
 While the IAPT services are subject to central governing and control, the PPHC 
services have a greater degree of local autonomy. This difference between IAPT and PPHC is 
also evident in the respective healthcare systems in general. The emphasis on central 
governance in IAPT and local control in PPHC can be traced back to the differences in the 
respective governments' politics. In England, the modernization process of the NHS the past 
15 years has led to an increasing focus on national standards, central support of local 
services and measurement of progress in all health services [67, 101]. In contrast, a central 
aspect of the Norwegian healthcare system is an emphasis on local governance in the 
municipalities. In Norway, the municipalities have the overall responsibility for the 
healthcare services, and it is the government's intent that each municipality choose how to 
organize their services on the background of local circumstances and needs within the 
frames set out by laws and regulations [60].  
A likely result of these differences in the healthcare systems in general, and in IAPT 
and PPHC services in particular, is that while IAPT services are quite similar in their 
organization and functioning, there exists a greater variety between PPHC services. This 
could also entail a varying degree of quality between the PPHC services, where quality 
depends on local initiative and the competences of the individual psychologist working in the 
service. Thus, while PPHC has the advantage of incorporating local knowledge and 
circumstances in the locally developed services, IAPT has the advantage of central 
commissioned quality control, providing them with a broader knowledge and evidence-base 




14. Evaluation of the services and the initiatives as a whole 
The achievements of IAPT are evaluated according to three headline outcome indicators set 
out by the Secretary of State. First, a minimum of 20 PCTs should implement IAPT in 
2008/09, with increasing coverage over the subsequent two years. Second, 3,600 new 
therapists should be trained by 2010/11, and third, 900,000 people should receive 
treatment, with half of those completing treatment moving to recovery and 25,000 fewer on 
sick pay and benefits by 2010/11 [75]. The outcome indicators are clearly formulated and 
operationalized in a manner that makes it easy to evaluate the progress, and report this to 
the health care commissioners [132].  
 The foundation of the evaluation is routine data collection of patient status and 
progress, which is a key characteristic of the IAPT services [132]. Following the impressive 
data completeness from the demonstration sites which used a session-by-session 
monitoring system, a part of the recommended data set is mandatory for all IAPT sites 
receiving central funding [132]. The data set includes scores on measurements for 
depression and anxiety, employment status and disorder specific measures if appropriate 
[132]. This session-by-session monitoring system is fundamental in delivering a stepped 
model of care, where knowledge of the patient's progress determines the adjustment of 
further treatment [77]. It also helps the service providers improve their services, thereby 
improving people's benefits from treatment in IAPT. Another positive effect of the outcome 
monitoring is the high degree of data completeness, which is essential in evaluating IAPT and 
reporting the effects of the project to the government. Several evaluations of the progress of 
IAPT have been published based principally on these data [98, 106, 128].  
 Evaluation of the IAPT services is also incremental for the continuation of the project 
and continued government support. From the outset it was clear that a large scale 
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implementation and funding of IAPT depended on the outcomes in the demonstration sites 
[69]. As well as determining the future of the IAPT project, evaluations of individual services 
are used to improve those services who do not meet the expected patient throughput and 
recovery [132].  
 The main goal of PPHC is to increase the number of psychologists working in the 
Norwegian municipalities, which is easily determined. However, the goal was not quantified 
from the outset of PPHC, making evaluation of goal attainment difficult. In 2010, the 
Department of Health estimated, based on the experiences from the first two years of the 
initiative, that 110 new psychologists would be recruited by 2011 [133].  
Another central goal is the implementation and testing of different organizational 
models for the services, which is another goal without clear evaluation criteria. There are 
also a number of criteria for goal attainment of the individual services, which the 
municipalities are supposed to report on each year. The report consists of a written reply to 
10 questions regarding the organizational and structural aspects of the services, such as the 
psychologist's job description, whether the psychologist are involved in multidisciplinary 
work and supervision of other health care workers and how the psychologist's position is 
incorporated into the municipal organization [127]. The municipalities report on these 
criteria to the Directorate of Health. If the municipality reports incorrect information or the 
subsidy is not used according to the prerequisites, the funding can be terminated [70].  
 Based on the diffuse criteria of the PPHC one can wonder whether the presence of a 
few newly recruited psychologists who work within each of the four different models is 
enough to call the project a success. Although the goals of the PPHC are not clearly 
formulated and there is a lack of evaluation criteria, the effects of PPHC are currently being 
evaluated by two Norwegian research organizations, SINTEF and the Work Research 
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Institute, on behalf of the Directorate of Health. They are conducting interviews with the 
psychologists working in the municipalities and their collaboration partners, and have sent 
out a survey to all psychologists employed in municipal services. They are investigating the 
effect of the different organizational models on the work of psychologists in the 
municipalities, whether the recruitment of psychologists has increased and  how the 
different models contributes to coordination with other services and professionals [134]. 
This research will be concluded in December 2012 [135]. 
 Both in IAPT and PPHC it has been clear since the beginning that the continuation of 
the programmes, with additional funding from the government, depends on the outcomes 
of the first three-year period [133]. While the main focus on the evaluation of IAPT is based 
on patient outcome and the effectiveness of the services, the evaluation of PPHC focuses on 
organizational and structural aspects of the services. There is currently no research on how 
PPHC affects the inhabitants of the municipality and their psychological functioning, and we 
do not know of any plans to conduct such research. Since there is no system in place to 
collect data on the effectiveness of the services, or the health status of the target group, it is 
not evident how such research could be accomplished. 
 While the importance of evaluation is emphasised in IAPT, in PPHC it was not clear 
from the beginning whether, let alone how, evaluation of the services would be conducted. 
In the regulations of PPHC it is stated that there would be an on-going consideration by the 
Directorate of Health and the Ministry of Health and Care Services as to whether PPHC 
should be evaluated [70]. Thus, no systematic evaluation was planned from the outset of 
PPHC, in contrast to the emphasis placed upon evaluation in IAPT.   
 
15. Progress in the first three years 
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More than 3,660 new therapists have been trained and employed in IAPT services 
throughout England [69]. There are 730,485 people who have entered treatment, and 
432,208 have completed their treatment [128]. About 40% of those completing treatment 
moved on to recovery and 28,133 moved off sick pay and benefits. In the second quarter of 
2011 around 60% of the population had access to an IAPT service [69, 128]. 
 In the third quarter of 2011, 108 psychologists have been recruited to PPHC services 
in 25% of the municipalities in Norway [129, 130]. We have not found any documents 
concerning other aspects of the progress in PHCC relevant for this comparison.  
 
Summary 
The IAPT initiative is characterized by thorough planning of, and a solid evidence-base 
underlying, most aspects of the services. The on-going systematic evaluation of clinical and 
functional outcomes facilitates continuous improvements of the services. PPHC lacks all 
these qualities, but has the potential advantage of including indicative, selective and 
universal prevention in addition to clinical services. I theory, prevention can entail a more 
cost effective way to improve the mental health of the population than clinical services [136].  
 This advantage, however, is in jeopardy since the PPHC programme does not supply 
the recruited psychologists with the necessary tools to initiate and carry out preventive 
interventions. Psychologists are, in Norway as in most other countries, traditionally focused 
on, and educated for, clinical work. Unlike IAPT, there is considerable local autonomy in 
PPHC, and it remains to be seen if this autonomy will facilitate clinical work or prevention. 
In conclusion, the only possible advantage of PPHC over IAPT is the potentially higher 
cost-effectiveness in the use of indicative, selective and universal prevention rather than 
clinical work. As the current organization of PPHC does not include any systematic evaluation 
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of improvement in the mental health of the target groups, we will never know whether PPHC 
is a success or not.  
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we recommend that you acknowledge the editor by name, where possible.  
The role of a scientific (medical) writer must be included in the acknowledgements section, 
including their source(s) of funding. We suggest wording such as 'We thank Jane Doe who 
provided medical writing services on behalf of XYZ Pharmaceuticals Ltd.' 
Authors should obtain permission to acknowledge from all those mentioned in the 
Acknowledgements section. 
Endnotes 
Endnotes should be designated within the text using a superscript lowercase letter and all 
notes (along with their corresponding letter) should be included in the Endnotes section. 
Please format this section in a paragraph rather than a list. 
References 
All references, including URLs, must be numbered consecutively, in square brackets, in the 
order in which they are cited in the text, followed by any in tables or legends. Each reference 
must have an individual reference number. Please avoid excessive referencing. If automatic 
numbering systems are used, the reference numbers must be finalized and the bibliography 
must be fully formatted before submission. 
Only articles, datasets and abstracts that have been published or are in press, or are 
available through public e-print/preprint servers, may be cited; unpublished abstracts, 
unpublished data and personal communications should not be included in the reference list, 
but may be included in the text and referred to as "unpublished observations" or "personal 
communications" giving the names of the involved researchers. Obtaining permission to 
quote personal communications and unpublished data from the cited colleagues is the 
responsibility of the author. Footnotes are not allowed, but endnotes are permitted. Journal 
abbreviations follow Index Medicus/MEDLINE. Citations in the reference list should include 
all named authors, up to the first 30 before adding 'et al.'. 
Any in press articles cited within the references and necessary for the reviewers' assessment 
of the manuscript should be made available if requested by the editorial office. 
Style files are available for use with popular bibliographic management software: 
 BibTeX 
 EndNote style file 
 Reference Manager 
 Zotero 
Examples of the BMC Health Services Research reference style are shown below. Please 
ensure that the reference style is followed precisely; if the references are not in the correct 
style they may have to be retyped and carefully proofread.  
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All web links and URLs, including links to the authors' own websites, should be given a 
reference number and included in the reference list rather than within the text of the 
manuscript. They should be provided in full, including both the title of the site and the URL, 
in the following format: The Mouse Tumor Biology Database 
[http://tumor.informatics.jax.org/mtbwi/index.do]. If an author or group of authors can 
clearly be associated with a web link, such as for weblogs, then they should be included in 
the reference. 
Examples of the BMC Health Services Research reference style 
 
Article within a journal 
Koonin EV, Altschul SF, Bork P: BRCA1 protein products: functional motifs. Nat Genet 1996, 
13:266-267. 
Article within a journal supplement 
Orengo CA, Bray JE, Hubbard T, LoConte L, Sillitoe I: Analysis and assessment of ab initio 
three-dimensional prediction, secondary structure, and contacts prediction. Proteins 1999, 
43(Suppl 3):149-170. 
In press article 
Kharitonov SA, Barnes PJ: Clinical aspects of exhaled nitric oxide. Eur Respir J, in press. 
Published abstract 
Zvaifler NJ, Burger JA, Marinova-Mutafchieva L, Taylor P, Maini RN: Mesenchymal cells, 
stromal derived factor-1 and rheumatoid arthritis [abstract]. Arthritis Rheum 1999, 
42:s250. 
Article within conference proceedings 
Jones X: Zeolites and synthetic mechanisms. In Proceedings of the First National Conference 
on Porous Sieves: 27-30 June 1996; Baltimore. Edited by Smith Y. Stoneham: Butterworth-
Heinemann; 1996:16-27. 
Book chapter, or article within a book 
Schnepf E: From prey via endosymbiont to plastids: comparative studies in dinoflagellates. 
In Origins of Plastids. Volume 2. 2nd edition. Edited by Lewin RA. New York: Chapman and 
Hall; 1993:53-76. 
Whole issue of journal 
Ponder B, Johnston S, Chodosh L (Eds): Innovative oncology. In Breast Cancer Res 1998, 
10:1-72. 
Whole conference proceedings 
Smith Y (Ed): Proceedings of the First National Conference on Porous Sieves: 27-30 June 1996; 




Margulis L: Origin of Eukaryotic Cells. New Haven: Yale University Press; 1970. 
Monograph or book in a series 
Hunninghake GW, Gadek JE: The alveolar macrophage. In Cultured Human Cells and Tissues. 
Edited by Harris TJR. New York: Academic Press; 1995:54-56. [Stoner G (Series Editor): 
Methods and Perspectives in Cell Biology, vol 1.] 
Book with institutional author 
Advisory Committee on Genetic Modification: Annual Report. London; 1999. 
PhD thesis 
Kohavi R: Wrappers for performance enhancement and oblivious decision graphs. PhD 
thesis. Stanford University, Computer Science Department; 1995. 
Link / URL 
The Mouse Tumor Biology Database [http://tumor.informatics.jax.org/mtbwi/index.do] 
Link / URL with author(s) 
Neylon C: Open Research Computation: an ordinary journal with extraordinary aims. 
[http://blogs.openaccesscentral.com/blogs/bmcblog/entry/open_research_computation_an
_ordinary] 
Dataset with persistent identifier 
Zheng, L-Y; Guo, X-S; He, B; Sun, L-J; Peng, Y; Dong, S-S; Liu, T-F; Jiang, S; Ramachandran, S; 
Liu, C-M; Jing, H-C (2011): Genome data from sweet and grain sorghum (Sorghum bicolor). 
GigaScience. http://dx.doi.org/10.5524/100012. 
Preparing illustrations and figures 
Illustrations should be provided as separate files, not embedded in the text file. Each figure 
should include a single illustration and should fit on a single page in portrait format. If a 
figure consists of separate parts, it is important that a single composite illustration file be 
submitted which contains all parts of the figure. There is no charge for the use of color 
figures. 
Please read our figure preparation guidelines for detailed instructions on maximising the 
quality of your figures. 
Formats 
The following file formats can be accepted: 
 EPS (preferred format for diagrams) 
 PDF (also especially suitable for diagrams) 
 TIFF 
 PNG (preferred format for photos or images) 
 Microsoft Word (version 5 and above; figures must be a single page) 
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The legends should be included in the main manuscript text file at the end of the document, 
rather than being a part of the figure file. For each figure, the following information should 
be provided: Figure number (in sequence, using Arabic numerals - i.e. Figure 1, 2, 3 etc); 
short title of figure (maximum 15 words); detailed legend, up to 300 words. 
Please note that it is the responsibility of the author(s) to obtain permission from the 
copyright holder to reproduce figures or tables that have previously been published 
elsewhere. 
Preparing a personal cover page 
If you wish to do so, you may submit an image which, in the event of publication, will be 
used to create a cover page for the PDF version of your article. The cover page will also 
display the journal logo, article title and citation details. The image may either be a figure 
from your manuscript or another relevant image. You must have permission from the 
copyright to reproduce the image. Images that do not meet our requirements will not be 
used. 
Images must be 300dpi and 155mm square (1831 x 1831 pixels for a raster image). 
Allowable formats - EPS, PDF (for line drawings), PNG, TIFF (for photographs and screen 
dumps), JPEG, BMP, DOC, PPT, CDX, TGF (ISIS/Draw). 
Preparing tables 
Each table should be numbered and cited in sequence using Arabic numerals (i.e. Table 1, 2, 
3 etc.). Tables should also have a title (above the table) that summarizes the whole table; it 
should be no longer than 15 words. Detailed legends may then follow, but they should be 
concise. Tables should always be cited in text in consecutive numerical order. 
Smaller tables considered to be integral to the manuscript can be pasted into the end of the 
document text file, in A4 portrait or landscape format. These will be typeset and displayed in 
the final published form of the article. Such tables should be formatted using the 'Table 
object' in a word processing program to ensure that columns of data are kept aligned when 
the file is sent electronically for review; this will not always be the case if columns are 
generated by simply using tabs to separate text. Columns and rows of data should be made 
visibly distinct by ensuring that the borders of each cell display as black lines. Commas 
should not be used to indicate numerical values. Color and shading may not be used; parts of 
the table can be highlighted using symbols or bold text, the meaning of which should be 
explained in a table legend. Tables should not be embedded as figures or spreadsheet files. 
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Larger datasets or tables too wide for a portrait page can be uploaded separately as 
additional files. Additional files will not be displayed in the final, laid-out PDF of the article, 
but a link will be provided to the files as supplied by the author. 
Tabular data provided as additional files can be uploaded as an Excel spreadsheet (.xls) or 
comma separated values (.csv). As with all files, please use the standard file extensions. 
Preparing additional files 
Although BMC Health Services Research does not restrict the length and quantity of data 
included in an article, there may still be occasions where an author wishes to provide data 
sets, tables, movie files, or other information as additional files. Results that would 
otherwise be indicated as "data not shown" can and should be included as additional files. 
Since many weblinks and URLs rapidly become broken, BMC Health Services Research 
requires that all supplementary data are included as additional files rather than as a link to 
your own website. These files can be uploaded using the 'Additional Material files' button in 
the manuscript submission tool. 
The maximum file size for additional files is 20 MB each, and files will be virus-scanned on 
submission. 
Additional files will be linked to the final published article in the form supplied by the author, 
but will not be displayed within the article. They will be made available in exactly the same 
form as originally provided by the authors. 
If additional material is provided, please list the following information in a separate section 
of the manuscript text, immediately following the tables (if any): 
 File name (e.g. Additional file 1) 
 File format including the three-letter file extension (including name and a URL of an 
appropriate viewer if format is unusual) 
 Title of data 
 Description of data 
Additional files should be named "Additional file 1" and so on and should be referenced 
explicitly by file name within the body of the article, e.g. 'An additional movie file shows this 
in more detail [see Additional file 1]'. 
Additional file formats 
Ideally, file formats for additional files should not be platform-specific, and should be 
viewable using free or widely available tools. The following are examples of suitable formats. 
 Additional documentation  
o PDF (Adode Acrobat) 
 Animations  
o SWF (Shockwave Flash) 
 Movies  
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o MOV (QuickTime) 
o MPG (MPEG) 
 Tabular data  
o XLS (Excel Spreadsheet) 
o CSV (Comma separated values) 
As with figure files, files should be given the standard file extensions. This is especially 
important for Macintosh users, since the Mac OS does not enforce the use of standard 
extensions. Please also make sure that each additional file is a single table, figure or movie 
(please do not upload linked worksheets or PDF files larger than one sheet). 
Mini-websites 
Small self-contained websites can be submitted as additional files, in such a way that they 
will be browsable from within the full text HTML version of the article. In order to do this, 
please follow these instructions: 
1. Create a folder containing a starting file called index.html (or index.htm) in the root. 
2. Put all files necessary for viewing the mini-website within the folder, or sub-folders. 
3. Ensure that all links are relative (ie "images/picture.jpg" rather than "/images/picture.jpg" or 
"http://yourdomain.net/images/picture.jpg" or "C:\Documents and Settings\username\My 
Documents\mini-website\images\picture.jpg") and no link is longer than 255 characters. 
4. Access the index.html file and browse around the mini-website, to ensure that the most 
commonly used browsers (Internet Explorer and Firefox) are able to view all parts of the 
mini-website without problems, it is ideal to check this on a different machine. 
5. Compress the folder into a ZIP, check the file size is under 20 MB, ensure that index.html is in 
the root of the ZIP, and that the file has .zip extension, then submit as an additional file with 
your article. 
Style and language 
General 
Currently, BMC Health Services Research can only accept manuscripts written in English. 
Spelling should be US English or British English, but not a mixture. 
There is no explicit limit on the length of articles submitted, but authors are encouraged to 
be concise. There is also no restriction on the number of figures, tables or additional files 
that can be included with each article online. Figures and tables should be numbered in the 
order in which they are referred to in the text. Authors should include all relevant supporting 
data with each article. 
BMC Health Services Research will not edit submitted manuscripts for style or language; 
reviewers may advise rejection of a manuscript if it is compromised by grammatical errors. 
Authors are advised to write clearly and simply, and to have their article checked by 
colleagues before submission. In-house copyediting will be minimal. Non-native speakers of 




For authors who wish to have the language in their manuscript edited by a native-English 
speaker with scientific expertise, BioMed Central recommends Edanz. BioMed Central has 
arranged a 10% discount to the fee charged to BioMed Central authors by Edanz. Use of an 
editing service is neither a requirement nor a guarantee of acceptance for publication. 
Please contact Edanz directly to make arrangements for editing, and for pricing and payment 
details. 
Help and advice on scientific writing 
The abstract is one of the most important parts of a manuscript. For guidance, please visit 
our page on Writing titles and abstracts for scientific articles. 
Tim Albert has produced for BioMed Central a list of tips for writing a scientific manuscript. 
American Scientist also provides a list of resources for science writing. 
Abbreviations 
Abbreviations should be used as sparingly as possible. They should be defined when first 
used and a list of abbreviations can be provided following the main manuscript text. 
Typography 
 Please use double line spacing. 
 Type the text unjustified, without hyphenating words at line breaks. 
 Use hard returns only to end headings and paragraphs, not to rearrange lines. 
 Capitalize only the first word, and proper nouns, in the title. 
 All pages should be numbered. 
 Use the BMC Health Services Research reference format. 
 Footnotes are not allowed, but endnotes are permitted. 
 Please do not format the text in multiple columns. 
 Greek and other special characters may be included. If you are unable to reproduce a 
particular special character, please type out the name of the symbol in full. Please ensure 
that all special characters used are embedded in the text, otherwise they will be lost during 
conversion to PDF. 
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